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Introduction
As a result of the encountered anatomy 1 all nerve branches from the transversus colli nerve were transected. The anterior part of the greater auricular nerve Cervical nerve injury following carotid endarterwas divided if necessary to gain access to the carotid ectomy has received little attention.
artery lesion. This led to typical postoperative sensiThe aim of this study was to determine the degree tivity deficits in the anterior cervical region, the angle of postoperative cervical nerve dysfunction and to of the jaw and the anterior part of the ear 2 ( Fig. 1) . determine whether our patients were bothered by the Wound closure was performed using a continuing change of sensation.
resorbable platysma suture and skin stapling. Data regarding operation were registered retrospectively using patient records. Patients were seen Material and Methods postoperatively, after 3 and 12 months by a neurologist. The examination of objective and subjective disFrom March 1995 until June 1999 52 patients, all op-ability of the patients by sensory impairment was done erated on due to carotid stenosis, were followed-up by an independent neurologist prospectively using at our hospital. Male gender dominated with 40 vs 12 standardised test with emphasis on hypaesthesia/ patients. The average patient age was 67.7 years with dysaesthesia, hypalgesia/dysalgesia, Tinnel sign and a range between 49 to 83 years. Due to the fact that scar pain. The time interval between this examination nine patients were operated on both side, 61 operations and operation was at least 3 days and at the most 55 could be evaluated. The right side was operated on months. Aesthesia (sensation of touch) was tested with 33, the left side 28 times. a cotton swab, algesia (sensation of pain) with a pin All patients were operated on by the same surgeon. prick. Neurological discrepancies were documented The surgical access was standardised. Skin, subcutis graphically and depending on the size of dysfunction and platysma were transsected parallel to the anterior graded using a score ranging from 0-4 points. Any border of the sternomastoid muscle. Nerve branches type of change of sensation in the entire innervation running across the operative field were not spared.
region of the transversus colli nerve or the greater auricular nerve were each given two points. For example, the typical postoperative scenario of complete * Please address all correspondence to: P. Stierli, Division of Vascular Surgery, Kantonsspital, CH-5001 Aarau, Switzerland. loss of both nerves (Fig. 1) the number of patients with grave neurological deficits, scored with 4 points decreases as the interval between operation and follow-up is increased. Parallel to this decrease in severity over time one finds an increase in patients with only slight neurological deficits (1 point) and those presenting normal sensitivity (0 points). A restitutio ad integrum (normal sensitivity) Fig. 1 . Surgical access parallel to the anterior border of the sterno-could be found at the earliest after 15 months. Here too, one can see a clear regression of neurological deficit as the time interval between operation and We observed no injuries of the hypoglossal -and recurrent laryngeal nerves. Nevertheless we did not routinely performe laryngoscopy pre-and postpoints (maximum). Change of sensation in only a part of the innervation region of one nerve would score operatively. The 30 day combined mortality and neurological event rate was 0 percent. one point.
No patient developed a Tinnel sign or showed any indication for a neuroma. At the time of follow-up only two patients, corresponding to three operations, Results described their neurological dysfunction as bothering. Nobody complained of scar pain. Four patients comAt the time of follow-up 16 cases out of 61 operations plained of the ability to feel weather changes. showed completely normal sensitivity. In the other 45 we found a sensitivity dysfunction, usually in form of hypalgesia or hypaesthesia. Nine patients showed dysaesthesia or dysalgesia. To simplify matters we Discussion will speak only of sensibility dysfunction and not differentiate between dys-and hypalgesia or dys-and Cranial nerve lesions after carotid endarterectomy have been discussed in the literature previously. Lehypaesthesia. Table 1 shows the degree of neurological dysfunction depending on the time interval between sions of sensitive cervical nerve branches are rarely mentioned. As a consequence the number of cervical operation and follow-up. It can clearly be seen, that
